Dyspepsia is an extremely common symptom with a prevalence in computer-aided study found that the manifestations of disease in patients with peptic ulceration and functional dyspepsia differed in several respects although other authors continue to use arbitrarilW defined 'classical ulcer symptoms' in their studies. 6 Non-ulcer dyspepsia, also termed radiograph negative or functional dyspepsia, is a common but heterogeneous syndrome; the irritable bowel syndrome, gastro-oesophageal reflux, gall stones and other diseases may cause ulcer like symptoms. ' 9 There is a sub-group of non-ulcer dyspepsia sufferers, however, comprising approximately one quarter of the patients with chronic dyspepsia, where the cause of the dyspepsia remains unexplained in terms of conventional knowledge; provisionally we have described these patients as suffering from 'essential dyspepsia'." 9 All previous studies5-7 '-3 have grouped together patients with these varying diseases and disorders under the heading non-ulcer dyspepsia or functional disease, and have not assessed the symptomatology of the various subgroups separately.
Discrimninant value of' (lyspeptic svu1ptonlis
The aim of the present study was, therefore, to determine whether specific symptoms Table 2 ). The alpha level of 0(05 was taken so as not to exclude important discriminating symptoms.
The probability that a particular patient (i) was a case in a specified diagnostic category was calculated from:
where B1 is the value of the coefficient for symptom jand X,1 is the response of patient i to symptom j. It should be noted that whilst the coefficients in this formula are estimated using knowledge of which The sensitivity of a test is defined as the proportion of subjects with a disorder who have a positive or abnormal test for the disorder, whilst the specificity is the proportion of subjects without the disorder who have a negative or normal test. Given the results of a test, the probability of the disorder is called the predictive value of the test. Positive predictive value is the probability of a disorder in a patient with a positive test result, whilst negative predictive value is the probability of not having the disorder with a negative test result. The more sensitive a test is, the better the negative predictive value; alternatively, the more specific a test is, the better is the positive predictive value.
The sensitivity, specificity, and predictive values were calculated for the diagnostic symptom scores based on the results of the logistic regression analysis. Critical score values for the symptoms were then constructed based on their sensitivity and Table 3 Mean values for symptoms (as specificity to determine the most useful criteria for diagnosis.
Results
The median age for patients with essential dyspepsia was 48 years, duodenal ulcer 53 years, gastric ulcer 59 years and cholelithiasis 53 years. Women outnumbered men in patients with essential dyspepsia (1.5:1), gastric ulcer (19:1) and cholelithiasis (2X8:1). In duodenal ulcer men predominated (1.5:1).
The mean values and ranges for symptoms in each diagnostic category are given in Table 3 . The results of the stepwise logistic regression are presented in Talley, McNeil, ind Piper
The probability of a patient of certain age and with certain symptoms being a case in one of the diagnostic categories can be calculated from Tables  1 and 2 using the formula given in the Statistical Analysis section. For example, the probability of essential dyspepsia in a 53 year old patient who presented with mild pain aggravated by food, and who had no history of night pain, vomiting or weight loss, was 96%. The probability of biliary pain was 69% if the patient was 53 years of age and presented with severe pain not localised to the epigastrium, which was unrelated to meals and not relieved by food, milk or antacids. Similarly, the probability of peptic ulceration in a 53 year old patient who presented with pain episodes lasting from 30 minutes to less than six hours, night pain, and pain relieved by food, was 54%.
A more practical approach to patient diagnosis involves calculating a score by taking a weighted combination of relevant symptoms. For the diagnosis of essential dyspepsia, the weights may be computed by multiplying the coefficients obtained from the logistic regression model by 10 and rounding them to integers (or 0-1 in the case of age). The score for a particular patient is then obtained by multiplying these weights by the patient's responses to the corresponding symptoms, summing these components, and adding 100. (Adding 100 gives scores greater than zero).
Using the data in Table 2 , the score function for diagnosing essential dyspepsia is thus
100+9(A)-8(B)-l1(C)-14(D)-8(E)-0(4(F)
The specificity and sensitivity of symptoms based on this score are given in Table 4 according to Bayes theorem by the sensitivity and specificity of the test and by the prevalence of the disorder in the population being tested. In Table 5 the positive and negative predictive values for the diagnosis of essential dyspepsia in relation to different prevalences are listed.
Discussion
The diagnosis of dyspepsia is still considered to depend on a detailed history, despite the sophistication of available investigations. 13 Although not all studies have agreed, certain features have been found to be more suggestive of a diagnosis of non-ulcer dyspepsia, such as the absence of night pain, pain made worse by eating, pain within one hour of a meal, the absence of vomiting and the absence of weight loss, but their importance has not usually been quantified.-1112
Most of these studies have suffered from some definite methodological problems. Firstly, methods of gathering clinical data have varied and diagnosis has mostly been based on barium meal, which has been suggested to miss 1(0-20% of ulcers and poorly diagnoses oesophagitis. 12 24 Secondly, previous studies have tended to group all non-organic disease patients in the functional disease category, so that patients with the irritable bowel syndrome, gastrooesophageal reflux without oesophagitis and other syndromes have been studied collectively, as if they suffer from one disorder, which may partly explain the inability of some investigations to discriminate by symptoms between the diagnostic categories. Finally, there has been a tendency to analyse subgroups in some of these studies rather than analysing all of the data collectively and adjusting for covariables; the former methodology increases the chances of finding a clinically unimportant significant result. 2 In this study, all terms and syndromes were strictly defined prospectively, all patients with nonulcer dyspepsia and peptic ulcer were examined endoscopically, all interviews were carried out by one investigator using a structured history questionnaire to minimise observer variation, and stepwise logistic regression analysis was undertaken to estimate the probability that certain predefined variables distinguished each group from the others. 
